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F0000 | This visit was for the Investigation of F0000 The creation and submission of
Complaints IN00085791 and thi plqn of correction .does not
constitute an admission by this
IN00085965. provider of any conclusion set
forth in the statement of
Complaint IN0O0085791 - Substantiated. deficiencies, or of any violation of
Federal/state deficiencies related to the regulat;?r;l.Tms p.rovtldttat: tth
i ) respectfully requiests that the
allegations are cited at F157, F225, F226, 2567 plan of correction be
F309, and F333. considered the letter of credible
allegation and request a Desk
Complaint INO0085965 - Review on or after 3/20/11.
Unsubstantiated, due to lack of evidence.
Survey dates: February 21, 22, 23, 24, 25,
2011
Facility number: 000070
Provider number: 155149
AIM number: 100266190
Survey team:
Chuck Stevenson RN
Kimberly Perigo RN (February 22, 23, 24,
2011)
Census bed type:
SNF: 10
SNF/NF: 64
Total: 74
Census payor type:
Medicare: 16
Medicaid: 58
Total: 74
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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Sample: 15
These deficiencies also reflect state
findings cited in accordance with 410 TAC
16.2.
Quality review 3/04/11 by Suzanne Williams, RN
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F0157 Based on record review and interview, the F0157 F157 Notification of Changes It 03/20/2011
SS=D facility failed to ensure a resident's is the practicew of this provider to
hvsici . .. ensure that the attending
p ys'1C1a'n was notified (?fa mgnlﬁcant physician is immediately informed
medication error (the failure to give 4 change of condition in a residents
consecutive weekly doses of Avonex, a physical, mental, or psychosocial
form of Interferon, given by injection for status (.jeterlo'rate. What
duci sod ¢ bati ¢ corrective action will be
re uqng €p1so .es of exacer atlofl 0 ‘ accomplished for those residents
multiple sclerosis), for 1 of 3 residents in found to have been affected by
a sample of 15 (Resident G) reviewed for the deficient practice: * Resident
medication administration compliance. G physman was otified of-alleged
deficient practice. * Family was
o notified of alleged deficient
Findings Include: practice. * The medication was
obtained and administered.How
A facility pohcy titled "General will you identify other residents
Guideli for Administrati having the potential to be affected
ul .e 1n'es or Administrating ) by the same deficient practice
Medication" dated 7/26/06 received form and what corrective action will be
the Director of Nursing (D.O.N.) on taken: * Facility wide audit was
2/23/2011 at 11:30 a.m. and indicated to completed to identify others who
be the facility' t medicati have the potential to be affext by
© .e' act 1 ys cu#en. mf: lcation the same alleged deficient
administration pollcy indicated: practice. * No other residents
were identified.What measures
"Policy: Medications are administered as will be put into place or what
bed. i d th systemic changes you will make
prescribed...mn accordance wi to ensure that the deficient
documented nursing principles and practice does not recur *
practices." Notification of change of condition
in residents will be reviewed daily
.- . . .. M thru Fri t
A facility policy titled "Medication onday thru rlday excep
) ) weekends and holidays.
Discrepancy Report" dated 1/07 received * Change of condition CQI will be
form the Director of Nursing (D.O.N.) on completed weekly x 4, monthly x
2/23/2011 at 11:30 a.m. and indicated to 2 and quarterly thereafter. *Staff
be the facility' rrent medication will be inserviced on change of
© the facliily's cur caieatlo condition on 3/17/11.How the
discrepancy reporting policy indicated: corretive action will be monitored
to ensure the deficient practice
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"Policy:...An error shall be defined as any
variation in administration of medication
from the physicians (sic) orders...

Procedure: Notify the physician/alternate
physician, Director of Nursing and
consultant pharmacist..."

The record of Resident G was reviewed
on 2/22/2011 at 1:45 p.m., and again on
2/25/2011 at 10:30 a.m.

Diagnoses included, but were not limited
to, multiple sclerosis, schizophrenia,
diabetes mellitus, hypothyroidism, and
constipation.

A physician's order originally dated
6/06/2000 and renewed on the January
and February 2011 Recapitulation of
Physician's Orders indicated "Avonex
prefilled syr (syringe) 30 MCG
(micrograms) Inject IM (intramuscularly)
every week on Thurs
(Thursday)...Multiple Sclerosis."

Review of resident G's Medication

Administration Records for January and
February 2011 indicated Resident G did
not receive Avonex injections as ordered
on 1/27/2011, 2/03/2011, 2/10/2011, and
2/17/2011. The record did not document
any notification of the physician or

will not recur: * Director of
nursing or designee will monitor
results and makeappropriate
corrections. * Results will be
brought to the Quality Assurance
meetings for continued
monitoring.Compliance date:
3/20/11
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D.O.N. of the missed medications on any
of these dates.
During an interview on 2/22/2011 at 2:25
p.m. the D.O.N. indicated she had not
been notified of the missed medications
by any staff member and was unaware
resident G had not received the Avonex as
ordered. She stated "There's no excuse for
that."
This federal tag relates to complaint
IN00085791.
3.1-5(a)(3)
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F0225 Based on interview and record review, the F0225 F225: Investigate/Report 03/20/2011
SS=D facility failed to ensure a significant Allegationsit is the practice of this
L he fai . provider to ensure that all alleged
med1cat1(.)n error (the failure to give 4 violations involving mistreatment,
consecutive weekly doses of Avonex, a neglect or abuse icluding injuries
form of Interferon, given by injection for of unknown sources and
reducing episodes of exacerbation of misappropriations of resident
. . property by reported.What
Tnultlp'le sclerosis) was thoroughly corrective action will be
investigated and reported to the State accomplished for those residents
Agency in accordance with State law for 1 found to have been affected by
of 3 residents in a sample of 15 reviewed the allggeg dificient practlcg:.
fori . d . | Investigation of alleged deficient
or investigating ar.l reporting unusua practice with resident G was
occurrences. (Resident G) completed. * Allegation was
reported in accordance with the
Findings include: state law. * Physician was
notified. How will you identify
. ) other resdients having the
The record of Resident G was reviewed potential to be affected by the
on 2/22/2011 at 1:45 p.m., and again on same alleged deficient practice
2/25/2011 at 10:30 a.m. and what corrective action will be
taken: * Residents residing at
) ) o the facility have the potential to be
Diagnoses included, but were not limited affected by the alleged deficient
to, multiple sclerosis, schizophrenia, practice. * A facility wide audit
diabetes mellitus, hypothyroidism, and was completed to identify others
tinati that may be affected. * No other
constipation. residents were identified. What
measures will be put into place or
A physician's order originally dated what systemic changes you will
6/06/2000 and renewed on the January ;ne;ke totensutr.e th:t the ailged
. . eficient practice does not recur:
and February 2011 Recapitulation of N Sltl pract . !
o o aff will be inserviced on
Physician's Orders indicated " Avonex 3/17/11 on abuse, residents
prefilled syr (syringe) 30 MCG rights, and medication errors. *
(micrograms) Inject IM (intramuscularly) Resident rights CQI will be
completed by Social Service
every week on Thurs
. . weekly x 4, monthly x 2 and
(Thursday)...Multiple Sclerosis. quaeterly thereafter. How the
corrective action will be monitored
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: PVMO11 Facility ID: 000070 If continuation sheet Page 6 of 20




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/22/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES  [[X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: COMPLETED
A. BUILDING
155149 s WING 02/25/2011
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
8181 HARCOURT ROAD
HARCOURT TERRACE NURSING AND REHABILITATION INDIANAPOLIS, IN46260
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
The Nursing Spectrum 2010 Handbook to ensure the deficient practice
indicated: will not recur 1.e. what quality
" . £ . assurance program will be put
Avonex-inter eron...IndlcanTl. Tq into place: * ED/DON or
reduce frequency of exacerbations in designee will monitor completion
relapsing-remitting multiple sclerosis. of CQl tools. * Result will be
Also inhibits proliferation of T-cells." bro“ght to the Qu.ahty Assurnce
meetings for continued
. review.Compliance date: 3/20/11
A Health Care Plan for Resident G, most
recently updated 7/15/2010, indicated:
"Related Diagnosis: Multiple Sclerosis
Problem Onset: 02/03/2009
Goal: Resident will be free of
complications through next assessment...
Approaches:...Administer Avonex as
ordered..."
Review of resident G's Medication
Administration Records for January and
February 2011 indicated Resident G did
not receive Avonex injections as ordered
on 1/27/2011, 2/03/2011, 2/10/2011, and
2/17/2011. The record did not document
any notification of the physician or
D.O.N. of the missed medications on any
of these dates.
During an interview on 2/22/2011 at 2:25
p.m., the D.O.N. indicated she was
unaware resident G had not received the
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Avonex as ordered. She stated "There's no
excuse for that."

During an interview with the
Administrator and D.O.N. on 02/25/2011
at 11:45 a.m., the D.O.N. indicated that
there was no documentation of any
investigation into the incident of Resident
G not being administered her Avonex, that
no staff interviews were documented, and
that no incident report had been
completed. The Administrator indicated
the incident had not been reported to the
State Agency. The Administrator asked
the D.O.N. if this should have been
reported, and the D.O.N. responded "Yes,
it should have."

This federal tag relates to complaint
IN00085791.

3.1-28(c)
3.1-28(d)
3.1-28(e)
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F0226 Based on interview and record review, the F0226 F226: Develop/Implement 03/20/2011
SS=D facility failed to ensure a significant Abuse/ Neglect, I_ETC policyltis
L he fai . the practice of this provider to
med1cat1(.)n error (the failure to give 4 ensure that all alleged violations
consecutive weekly doses of Avonex, a involving mistreatment, neglect or
form of Interferon, given by injection for abuse, including injuries of
reducing episodes of exacerbation of ur?known sources and .
ltip] 1 . h hl misappropriations of resident
Tnu tlp e sclerosis) was thoroughly property by reported. What
investigated and reported to the State corrective action will be
Agency in accordance with facility policy accomplished for thoe residents
for 1 of 3 residents in a sample of 15 found to have pgen aﬁeCt?d by
. d fori . d . the alleged deficient practice: *
reviewed for investigating and reporting Investigation of alleged deficient
unusual occurrences. practice with resident G was
completed. * Allegation was
Findings Include: reported in accord.apce with the
state law. * Physician was
. ) ) notified.How will you identify other
1. A facility policy titled "Reportable residents having the potential to
Unusual Occurrences" revised 01/25/06 be affected by the same alleged
received from the Administrator on defnmetrjt pra(:uce a_TldeTalt( .
. . corrective action will be taken:
2/25/11 at '1%'45 pm z?nd.ldentlﬁed asa Residents residing at the facility
current facility policy indicated: have the potential to be affected
by the alleged deficient practice.
"Purpose: To ensure that reportable * Afacility wide audit was
ded and tored completed to identify others that
occurfe.nces are ref:or © z.m monitore may be affected.What measures
to facilitate compliance with state and will be put into place or what
federal laws. systemic changes you will mae to
ensure that the alleged deficient
. practice does not recur: * Staff
Policy: All unusual occurrences rep9rted will be inserviced on 3/17/11 on
to the State Department of Health will be abuse, resdients rights, and
recorded and tracked or monitored to meidication errors. * Residents
insure residents are receiving appropriate rights CQI will be completed by
. Social SErvice weekly x 4,
care and services.
monthly x 2 and quarterly
thereafter.How the corrective
Procedure: Occurrences to be reported: action will be monitored to ensure
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: PVMO11 Facility ID: 000070 If continuation sheet Page 9 of 20
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Facilities are required by law to report
unusual occurrences within 24 hours to
the Long Term Care Division."

A facility policy titled "Reporting and
Analyzing Facility Incidents" revised
01/07 received from the Administrator on
2/21/11 at 2:30 p.m. and identified as a
current facility policy indicated:

"Policy: The purpose of reporting facility
incidents in a prescribed format and
procedure is to assist in the treatment and
management of residents by analyzing
incidents...

Responsibility: Administrator, Director of
Nursing, Charge Nurse, Quality Assurance
Committee and Department Heads.

Definitions: Incident: An incident is an
occurrence not consistent with the routine
operation of the facility or the routine care
of a particular resident.

Procedure: The Charge Nurse at the time
of an incident is responsible to complete
the Incident Documentation and
Investigation Tool and communicate to
the Supervisor...The Charge Nurse will
notify the Director of
Nursing/Administrator in a timely
manner...the Director of Nursing or

the deficient practice will not
recur i.e.what quality assurance
program will be put into place: *
ED/DON or designee will monitor
completion of CQl tools. *Result
will be brought to the Quality
Assurance meetings for cotinue
review.Compliance date: 3/20/11
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Designee shall be responsible to notify the
appropriate State agency..."

A facility policy titled "Incident
Documentation and Investigation" dated
11/05 received from the Administrator on
2/21/11 at 2:30 p.m. and identified as a
current facility policy indicated:

"Policy: All incidents involving resident
care will be investigated and documented
on the Incident Documentation and
Investigation tool to enable the facility to
evaluate care given to residents...an
"incident" is any occurrence which is not
consistent with the routine operation of
the facility or the routine care of a
particular resident...

Procedure: Completing the Incident
Documentation and Investigation
Form:...The charge Nurse at the time of
the resident care incident is responsible
for conducting an investigation of the
circumstances surrounding the incident,
and for notifying the Director of Nursing
and/or Administrator...The Charge Nurse
at the time of the incident is responsible to
complete the Incident Documentation and
Investigation Tool...The Charge Nurse at
the time of the incident is responsible for
documenting the incident in the resident's
medical record..."
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The record of Resident G was reviewed
on 2/22/2011 at 1:45 p.m., and again on
2/25/2011 at 10:30 a.m.

Diagnoses included, but were not limited
to, multiple sclerosis, schizophrenia,
diabetes mellitus, hypothyroidism, and
constipation.

A physician's order originally dated
6/06/2000 and renewed on the January
and February 2011 Recapitulation of
Physician's Orders indicated "Avonex
prefilled syr (syringe) 30 MCG
(micrograms) Inject IM (intramuscularly)
every week on Thurs
(Thursday)...Multiple Sclerosis."

The Nursing Spectrum 2010 Handbook
indicated:
"Avonex-interferon...Indication: To
reduce frequency of exacerbations in
relapsing-remitting multiple sclerosis.
Also inhibits proliferation of T-cells."

A Health Care Plan for Resident G, most
recently updated 7/15/2010, indicated:

"Related Diagnosis: Multiple Sclerosis

Problem Onset: 02/03/2009
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Goal: Resident will be free of
complications through next assessment...

Approaches:...Administer Avonex as
ordered..."

Review of resident G's Medication
Administration Records for January and
February 2011 indicated Resident G did
not receive Avonex injections as ordered
on 1/27/2011, 2/03/2011, 2/10/2011, and
2/17/2011. The record did not document
any notification of the physician or
D.O.N. of the missed medications on any
of these dates.

During an interview on 2/22/2011 at 2:25
p.m., the D.O.N. indicated she was
unaware resident G had not received the
Avonex as ordered. She stated "There's no
excuse for that."

A second review of Resident G's record on 2/25/11
at 10:30 a.m. found no documentation of any
investigation into the incident of the missed
Avonex doses, no completed Incident
Documentation and Investigation Form, and no
indication that the resident had been assessed for
potential outcomes from this incident.

During an interview with the
Administrator and D.O.N. on 02/25/2011
at 11:45 a.m., the D.O.N. indicated that
there was no documentation of any
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investigation into the incident of Resident
G not being administered her Avonex, that
no staff interviews were documented, and
that no incident report had been
completed. The Administrator indicated
the incident had not been reported to the
State Agency. The Administrator asked
the D.O.N. if this should have been
reported, and the D.O.N. responded "Yes,
it should have."
This federal tag relates to complaint INO0085791.
3.1-28(a)
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F0309 Based on record review and interview, the F0309 F309: Provide Care/Services for 03/20/2011
SS=E facility failed to ensure a resident Highest Well Beinglt s the
. . practice of this provider the
(Resident G) received necessary care to necessary care and services to
attain or maintain the highest practicable attain or maintain the highest
physical well-being by failing to practicable physical, mental, and
administer medications as ordered by the psycho.socnal yvell t?emg.What
hvsici he fail Ve d corrective action will be
p ys1c1ar.1 (the failure to give accomplished for those residents
consecutive weekly doses of Avonex, a found to have been affected by
form of Interferon, given by injection for the deficient practice: *
reducing episodes of exacerbation of Residents ph)./s.lman was notified
ltinle scl ) for 1 of 3 d . of alleged deficient practice. *
multiple sc er051§) orlo resl e-nts ma An assessment of resident G was
sample of 15 reviewed for medication completed on 2/25/11 to identify
administration compliance. any decline.How will you identify
other residents having the
Findi Include: potential to be affected by the
ndings Include: same deficient practice and what
corrective action will be taken:
A facility policy titled "General * Residents residing in facility
Guidelines for Administrating Zafve.lt.rt]e a%llty tc;.?e affected.
C e . acility wide audit was
Med@atlon dated 7./26/06 received form completed to identify any others
the Director of Nursing (D.O.N.) on that may be affected by same
2/23/2011 at 11:30 a.m. and indicated to alleged deficient practice, * No
be the facility's current medication other residents were _
dministrati licv indicated: identified.What measures will be
administration policy mdicated: put into place or what systemic
changes you will make to ensure
"Policy: Medications are administered as that the deficient practice does
prescribed...in accordance with notrecur: * Staff willbe
. . inserviced on 3/17/11 on policy
documented nursing principles and
L and procedure as related to
practices. services needed by residents. *
New admission and existing
The record of Resident G was reviewed resgentsc\jmll be monitored for
on 2/22/2011 at 1:45 p.m., and again on Neecs and services Upon
admission, quarterly and as
2/25/2011 at 10:30 a.m. indicated by change of
conditions.How the corrective
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Diagnoses included, but were not limited
to, multiple sclerosis, schizophrenia,
diabetes mellitus, hypothyroidism, and
constipation.

A physician's order originally dated
6/06/2000 and renewed on the January
and February 2011 Recapitulation of
Physician's Orders indicated "Avonex
prefilled syr (syringe) 30 MCG
(micrograms) Inject IM (intramuscularly)
every week on Thurs
(Thursday)...Multiple Sclerosis."

The Nursing Spectrum 2010 Handbook
indicated:
"Avonex-interferon...Indication: To
reduce frequency of exacerbations in
relapsing-remitting multiple sclerosis.
Also inhibits proliferation of T-cells."

A Health Care Plan for Resident G, most
recently updated 7/15/2010, indicated:

"Related Diagnosis: Multiple Sclerosis
Problem Onset: 02/03/2009

Goal: Resident will be free of
complications through next assessment...

Approaches:...Administer Avonex as
ordered..."

action will be monitor to ensure
the deficient practice does not
recir: * DON/ADON or designee
will monitor for completion. *
Results will be brought to the
Quality Assurance meetings for
reviiew. Compliance date:
3/20/11
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Review of resident G's Medication
Administration Records for January and
February 2011 indicated Resident G did
not receive Avonex injections as ordered
on 1/27/2011, 2/03/2011, 2/10/2011, and
2/17/2011. The record did not document
any notification of the physician or
D.O.N. of the missed medications on any
of these dates.

During an interview on 2/22/2011 at 2:25
p.m., the D.O.N. indicated she was
unaware resident G had not received the
Avonex as ordered. She stated "There's no
excuse for that."

This federal tag relates to complaint
INO0085791.

3.1-37(a)
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F0333 Based on record review and interview, the F0333 F333: Residents Free of 03/20/2011
SS=E facility failed to ensure a resident Slgn|f|capt Medication Errors:It is
. the practice of this provider to
(Resident G) was protected from a ensure that residents are free of
significant medication error (the failure to any significant medication error.
give 4 consecutive weekly doses of What corrective action will be
Avonex, a form of Interferon, given by accomplished for those regdents
iection f duci isod ¢ found to have been affectied by
injection for reducing episodes o the deficient practice: *
exacerbation of multiple sclerosis) as Resident's physician was notified
ordered by the physician for 1 of 3 of alleged deficient practice. *
residents in a sample of 15 reviewed for The .m.edlcatlon was gbtalned and
dicati dmini . i administered. * Resident was
medication administration compliance. assessed for decline in function.
How will you idenfity other
Findings Include: residents having the potential to
be affected by the same deficient
- L " practice and what corrective
A facﬂllty policy tltl_eq Geperal action will be taken: *Residents
Guidelines for Administration" dated residing in facility have the ability
7/26/06 received form the Director of to be affected. * A facility wide
Nursing (D.O.N.) on 2/23/2011 at 11:30 audit was completed o identify
d indicated to be the facility' any others that may be affectd by
a.m..an ] indica ? ] 0 ? © a.01 1y's same alleged deficient practice.
medication administration policy * No other residents were
indicated: identified, What measures will be
put into place or what systemic
I . .. changes you will make to ensure
Pohgy. Me(.hcatlons are adn-nmstered as that the deficient practice does
prescribed...in accordance with not recur: * Staff were inserviced
documented nursing principles and on 2/22/11 on proper medication
practices." pasg anq procedure for rpis_sing
medication. * New admissions
) ] and existing residents
The record of Resident G was reviewed medications will be monitored for
on 2/22/2011 at 1:45 p.m., and again on correct medication, dose, and
2/25/2011 at 10:30 a.m. schedule. * Medication
administration record and
. . L Treatment administration record
Diagnoses included, but were not limited will be reviewed 3 x weekly by
to, multiple sclerosis, schizophrenia, unit managers. * Medication
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diabetes mellitus, hypothyroidism, and Error CQI will be completed by
constipation. DON/designee weely x 4, monthly
x 2 and quarterly thereafter. How
o o the corrective action will be
A physician's order originally dated monitored to ensure the deficient
6/06/2000 and renewed on the January practice will not recir: *
and February 2011 Recapitulation of DON/ ADON or desgnee*wnl
hvsician's Orders indicated "A monitor for completion. * Result
Physician's Or ers ndicated “Avonex will be brought to the Quality
prefilled syr (syringe) 30 MCG Assurance meetings for review.
(micrograms) Inject IM (intramuscularly) Compliance date: 3/20/11
every week on Thurs
(Thursday)...Multiple Sclerosis."
The Nursing Spectrum 2010 Handbook
indicated:
" Avonex-interferon...Indication: To
reduce frequency of exacerbations in
relapsing-remitting multiple sclerosis.
Also inhibits proliferation of T-cells."
Review of resident G's Medication
Administration Records for January and
February 2011 indicated Resident G did
not receive Avonex injections as ordered
on 1/27/2011, 2/03/2011, 2/10/2011, and
2/17/2011. The record did not document
any notification of the physician or
D.O.N. of the missed medications on any
of these dates.
During an interview on 2/22/2011 at 2:25
p.m., the D.O.N. indicated she was
unaware resident G had not received the
Avonex as ordered. She stated "There's no
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excuse for that."

This federal tag relates to complaint
IN00085791.

3.1-25(a)
3.1-25(b)(9)
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